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' 10A NCAC 27G .0202 PERSONNEL

REQUIREMENTS

(f) Continuing education shall be documented.
| (g9) Employee training programs shall be
| provided and, at a minimum, shall consist of the

following:
| (1) general organizational orientation;
| (2) training on client rights and confidentiality as
' delineated in 10A NCAC 27C, 27D, 27E, 27F and
| 10ANCAC 26B;

(3) training to meet the mh/dd/sa needs of the

client as specified in the treatment/habilitation

plan; and

(4) training in infectious diseases and
; bloodborne pathogens.

(h) Except as permitted under 10a NCAC 27G
.5602(b) of this Subchapter, at least one staff
member shall be available in the facility at all
| times when a client is present. That staff
member shall be trained in basic first aid
including seizure management, currently trained
to provide cardiopulmonary resuscitation and
trained in the Heimlich maneuver or other first aid
| techniques such as those provided by Red Cross,

the American Heart Association or their

equivalence for relieving airway obstruction.
i (i) The governing body shall develop and
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v 112@ 27G .0205 (C-D)
Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205 ASSESSMENT AND

| TREATMENT/HABILITATION OR SERVICE

| PLAN

| (c) The plan shall be developed based on the

| assessment, and in partnership with the client or
' legally responsible person or both, within 30 days
of admission for clients who are expected to
receive services beyond 30 days.
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v 112| Continued From page 2

| (d) The plan shall include:
| (1) client outcome(s) that are anticipated to be
| achieved by provision of the service and a
| projected date of achievement;

(2) strategies;
| (3) staff responsible;
(4) a schedule for review of the plan at least
annually in consultation with the client or legally
responsible person or both;
(5) basis for evaluation or assessment of
outcome achievement; and
(6) written consent or agreement by the client or
responsible party, or a written statement by the
provider stating why such consent could not be
| obtained.

| This Rule is not met as evidenced by:

' Based on record reviews and interview, the
facility failed to have a current treatment plan for

| two of three audited clients (#1 and #2). The

findings are:

Review on 8/9/18 of Client #1's record revealed:
-Admission date of 3/19/13.

-Diagnoses of Schizophrenia Disorder, Bipolar
Disorder and Moderate Intellectual Disability.
-There was no current treatment plan in client's
record.

Review on 8/9/18 of Client #2's record revealed:
| -Admission date of 11/6/08.
' -Diagnoses of Schizophrenia Disorder, Mild
Intellectual Disability and Seizure Disorder.
-Treatment Plan expired 7/14/18.
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| Int.

10ANCAC 27E .0107 TRAINING ON
ALTERNATIVES TO RESTRICTIVE
INTERVENTIONS

(a) Facilities shall implement policies and
practices that emphasize the use of alternatives
to restrictive interventions.

(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall
demonstrate competence by successfully
completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse
or injury to a person with disabilities or others or

- property damage is prevented.

(c) Provider agencies shall establish training
based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the

| course.

; (e) Formal refresher training must be completed
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by each service provider periodically (minimum

- annually).

| (f) Content of the training that the service

| provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

| (9) Staff shall demonstrate competence in the

| following core areas:
(1 knowledge and understanding of the

| people being served:

(2 recognizing and interpreting human
behavior;

i (3) recognizing the effect of internal and
external stressors that may affect people with

| disabilities;

| (4) strategies for building positive

'~ relationships with persons with disabilities;

(5) recognizing cultural, environmental and

| organizational factors that may affect people with

| disabilities;

| (6) recognizing the importance of and

| assisting in the person's involvement in making
decisions about their life;

(7) skills in assessing individual risk for
| escalating behavior;

(8) communication strategies for defusing
| and de-escalating potentially dangerous behavior;
' and

(9) positive behavioral supports (providing

means for people with disabilities to choose
| activities which directly oppose or replace
behaviors which are unsafe).
' (h) Service providers shall maintain
documentation of initial and refresher training for
at least three years.

[ (1) Documentation shall include:
(A) who participated in the training and the
outcomes (pass/fail);

- (B) when and where they attended; and
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(C) instructor's name;
2) The Division of MH/DD/SAS may

| review/request this documentation at any time.
| (i) Instructor Qualifications and Training
| Requirements:

(1) Trainers shall demonstrate competence
by scoring 100% on testing in a training program
aimed at preventing, reducing and eliminating the

- need for restrictive interventions.

(2) Trainers shall demonstrate competence
by scoring a passing grade on testing in an
instructor training program.

(3) The training shall be
competency-based, include measurable learning
objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
failing the course.

| (4) The content of the instructor training the

service provider plans to employ shall be

~ approved by the Division of MH/DD/SAS pursuant
| to Subparagraph (i)(5) of this Rule.

(5) Acceptable instructor training programs
| shali include but are not limited to presentation of:
| (A) understanding the adult learner;

(B) methods for teaching content of the

course;

C) methods for evaluating trainee

performance; and

(D) documentation procedures.

(8) Trainers shall have coached experience

teaching a training program aimed at preventing,

reducing and eliminating the need for restrictive

| interventions at least one time, with positive
| review by the coach.

(7) Trainers shall teach a training program
aimed at preventing, reducing and eliminating the

| need for restrictive interventions at least once

annually.
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V536 Continued From page 6

| (8) Trainers shall complete a refresher
instructor training at least every two years.

| (i) Service providers shall maintain
documentation of initial and refresher instructor

| training for at least three years.

‘ (1 Documentation shall include:

C(A) who participated in the training and the

outcomes (pass/fail),

(B) when and where attended; and

(C) instructor's name.

(2) The Division of MH/DD/SAS may

- request and review this documentation any time.
(k) Qualifications of Coaches:

| (1) Coaches shall meet all preparation

requirements as a trainer.

(2) Coaches shall teach at least three times

the course which is being coached.

(3) Coaches shall demonstrate

competence by completion of coaching or

train-the-trainer instruction.

| (I) Documentation shall be the same preparation

| as for trainers.

This Rule is not met as evidenced by:

Based on record review and interview the facility

failed to ensure the Clinical Coordinator/Director

and staff #1 had current training in alternatives to
| restrictive interventions. The findings are:

| Review on 8/9/18 of the Clinical

| Coordinator/Director's personnel record revealed:
- Hire date: 2007.
- Job title: Full-time Clinical

' Coordinator/Director
- North Carolina Interventions Part A expired on

V 536
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| 7112/18.

E - There was no current NCI Part A training.

| Review on 8/9/18 of Staff #1's personnel record
revealed:

| - Hire date: 2007.

- Job title: Full-time Direct Care

| - North Carolina Interventions Part A expired on

7/12/18.

- There was no current NCI Part A training.

Interview on 8/14/18 with the Clinical
Coordinator/Director revealed:

-Confirmed NCI Part A expired for her and staff
#1.

-Staff were scheduled for training 8/9/18 at 3:00
| p.m.
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American Life & Health Foundation”

BE IT KNOWNTHAT

Alveth Young

Has Satisfied the Requirements for Training Course In

Adult/Child/Infant CPR, Basic First Aid and AED

THIS STUDENT HAS PASSLD BASEC SKIELS LVALUATION IN ACCORDANCE WITH THE CPRANDIRSIAID NET
TERMS AND CONDITIONS Cermeae 10 1501432308

Datelssued:  August 14, 2018 Expiration date: - August 14, 2020

Comtactinformation: contact_usircprandfustaid net (2031 651-1034

ALHF?®

Contact_us@CPRandFirstAid.net

/Thmb Wy /A

Instructor Student 4

Online course presented by www.CPRandFirstAid.net
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Name : A. Joyce Young, M.D. Michael's Place Inc
Tel : 919 294 4596
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C DEPARTMENT OF ROY COOPER + Governor
ALTH AN % . MANDY COHEN, MD, MPH + Secretary
MAN SERVICE MARK PAYNE ¢ Director, Division of Health Service Regulation

August 16, 2018

Dr. A. Joyce Young
Clinical Coordinator/Director
114 Crossword Drive

Durham, NC 27703 D
HSR . Mentg Health
Re:  Annual and Complaint Survey Completed August 14, 2018 0CT
Michael's Place, Inc., 2815 Cascadilla Street, Durham, NC 27704 ULl 25 20]3
MHL #032-415 .
E-mail Address: michaels.place07 @yahoo.com Lic., & Cert Sy
Intake #NC00141686 * S€ction

Dear Dr. Young:

Thank you for the cooperation and courtesy extended during the annual and complaint survey
completed August 14, 2018. The complaint was unsubstantiated.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form. The
purpose of the Statement of Deficiencies is to provide you with specific details of the practice
that does not comply with state regulations. You must develop one Plan of Correction that
addresses each deficiency listed on the State Form, and return it to our office within ten days of
receipt of this letter. Below you will find details of the type of deficiencies found, the time frames
for compliance plus what to include in the Plan of Correction.

Type of Deficiencies Found
e The tags cited are standard level deficiencies.

Time Frames for Compliance
e Standard level deficiencies must be corrected within 60 days from the exit of the
survey, which is October 13, 2018.

What to include in the Plan of Correction

e Indicate what measures will be put in place to correct the deficient area of practice (i.e.
changes in policy and procedure, staff training, changes in staffing patterns, etc.).
Indicate what measures will be put in place to prevent the problem from occurring again.
Indicate who will monitor the situation to ensure it will not occur again.
Indicate how often the monitoring will take place.
Sign and date the bottom of the first page of the State Form.
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August 16,2018
Dr. A. Joyce Young
Clinical Coordinator/Director

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your
records. Please do not include confidential information in your plan of correction and
please remember never to send confidential information (protected health information)
via email.

Send the original completed form to our office at the following address within 10 days of receipt
of this letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can be of
further assistance, please call Bryson Brown, Team Leader at 919-855-3822.

Sincerely,

Frances E. Hicks, MSW
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc:  Rob Robinson, Director, Alliance Behavioral Health LME/MCO
Wes Knepper, Quality Management Director, Alliance Behavioral Health LME/MCO
Leza Wainwright, Director, Trillium Health Resources LME/MCO
Kim Keehn, Quality Management Director, Trillium Health Resources LME/MCO
File



